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INTERNAL CONCEALED HEMORRHAGE.*

BY JAMES R. TORBERT, M.D., BOSTON,
Physician to Out-Patients, Boston Lying-in Hospital; Consulting
Obstetrician to the Long Island Hospital; Assistant in Obstetrics,
Harvard Medical School.

It has fallen to my lot in the past two years to
see three cases of this condition, and in spite of
the fact that the subject has been recently pre-
sented in a most able manner by Holmes, of
Chicago, I am going to risk the possibility of some
of my listeners not having seen the article, or
rather, in considering the subject of sufficient
obstetricial importance to bear repetition. Any
hemorrhage in obstetrical work is a bugbear to
the average practitioner, and to the reader this
type in the serious variety is one of the most fatal
complications of obstetrical work. This con-
dition is also known by the terms accidental
hemorrhage, premature detachment of the nor-

mally situated placenta, ablatio placenta, placenta
ablata, abruptio placenta.
Definition.

—

By internal concealed hemorrhage
is meant the separation, partial or complete, of the
placenta from the upper uterine segment during
pregnancy or during labor before the completion
the second stage, due to some pathologic state of
the utero-placental union or violence done the
organism.
The condition closely resembles the mechanism

of the typical abortion. This phenomenon is so

strongly suggestive that we might well say that
it is an abortion in the later months of pregnancy.
We appreciate the fact that the usual abortion is
ushered in by hemorrhage within the decidua or
between it and the uterine wall; the clots act as a

foreign body, stimulate contractions and eventu-
ally result in the expulsion of the contents of the
uterus. The analogy is perfect. In internal
concealed hemorrhage the retroplacental hemor-
hage of slight degree determines a commensurate
separation of the placenta to permit the formation
of the cavity to contain the blood. Let uterine
contractions occur, at once the imprisoned blood
is compressed. This compression determines addi-
tional placental separation; the cavity increased
by this act is filled by additional blood during the
interval of contraction. If these small repeated
effusions of blood occur near the placental border,
soon the edge is reached and the free blood or,more
probably, the serum, expressed from the clot, finds
its way to the outside of the membranes.

The first case I wish to report was a multípara, aet.
thirty-five, who gave a history of having a stillborn
child two years before. I saw her at about 7 p.m. and
found her in a semi-conscious condition, extremely
pallid and with a pulse which was 118, but was thready,
of poor quality and intermitted frequently at the
wrist. She was restless, her lips were pale and she was
a perfect picture of hemorrhage. She had a full-term
fetus and the uterus completely filled the abdominal
cavity. The uteruswas in a state of tonic contraction
and she complained of pain when it was touched ; there

were no fetal heart sounds heard and she stated that
there had been no fetal movements since about 11 a.m.,when the baby seemed to be extremely active for a
short time.
The story of the case was that labor had started in

about 3 a.m. and had gone along all right up to 11 a.m.
when she had a dull pain in the lower abdomen, which
still persisted. She had vomited several times and was
very faint, had tried to get up but could not from
weakness; since that time she had been gradually
getting weaker, more restless, and when I saw her was
in an extremely serious condition. There had been a
slight sero-sanguinous discharge from the vagina, but
vaginal examination revealed a small amount of
dilatation, with tense membranes. The urine had been
examined and found to be solid with albumen. As
her condition had been steadily getting worse and the
clinical picture was unquestionably one of premature
separation of the placenta, I decided the quickest way
to stop the bleeding was immediate delivery. I frankly
told the husband she was a very ill woman and after
stimulation with strychnia and digitalis prepared to
deliver her at once. The membranes were ruptured
after she was anesthetized, the os dilated easily, and an

internal-podalic version done, the whole operation
lasting not over twentyminutes. When the membranes
were ruptured, the fluid, blood red in color, came away
in considerable quantity. The placenta was found lying
loose in the uterine cavity and was at once removed.
She was at once given aseptic ergot subcutaneously ;
also strychnine and digitalis subcutaneously, salt solu-
tion by rectum high. The uterus did not contract at
all, she bled no more as she had no more blood in her,
and in spite of severe stimulation she died in about
three hours.
The second case was to my mind a more serious one

than the first ; she was sent into the hospital with the
diagnosis of placenta previa. Her history was brief
and as follows: She had been asleep and awakened at
about eleven o'clock with a sharp pain low down in her
pelvis. This continued for some time and she sent her
husband to the nearest neighbor and then sent for the
doctor. Upon his arrival her pulse was less than 100,
and she seemed in fair condition, so she was sent into
the hospital.
The trip in town apparently completed the separation

of the placenta, which had already commenced, for
when she arrived she was pulseless; in fact, she was
moribund and any interference at this time would have
undoubtedly finished her then and there. Vaginal
examination showed a tight os, vertex presenting and
head high and disengaged. The baby was undoubtedly
dead and just what line of treatment to adopt here
was questionable. Having in mind the previous case,
with its fatal termination, I determined to attempt to
get this patient in better condition before operating.
The results were extremely interesting. At 3 a.m. we
started to stimulate the patient and kept at it for five
hours. It may be interesting here to give in detail the
line of treatment she received :
First she received morphia gr. \, atropine, reo, subcu-

taneously, followed by salt solution, a pint beneath
each breast, strychnia gr. W subcutaneously, repeated
in twenty minutes. A rectal tube was inserted and she
received salt solution by the drop method continually
from this time on to 7 a.m. and, strangely enough, she
retained it all

—

three quarts. Before the stimulation
commenced she was packed to soften up the os and
naturally was watched closely for any increase in the
distention of the uterus.
At 7 a.m. she was in pretty fair shape, and at this

time it was considered safe to empty the uterus. Her
pulse had come down to 110 and, while nothing but a*Read before the Cambridge Medical Improvement Society,
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stimulated pulse, it was sufficient to go ahead and
operate on.

She was etherized, the packing removed, the os found
soft and easily dilatable, an easy version was done and
she was put back to bed in fifteen minutes. Operation :
To avoid the sudden shock of suddenly emptying
an already tired uterus, the membranes were ruptured
with the stylet of a catheter and the liquor allowed
to escape a little at a time. The result was the uterus
contracted well after the baby and placenta were re-
moved, the placenta was entirely free in the uterine
cavity and examination here as in the previous case
showed the typical lesion of a prematurely separated
placenta. She was given an intra-uterine douche of
salt solution, ergot subcutaneously, surrounded with
heaters, the foot of the bed elevated and a shock enema.
Her pulse at this time was 146 and stayed at this rate
for two days and then gradually came down. She ran a

temperature for two days, which could be readily
accounted for by her extreme anemia, and from this
time her improvement was steady, but extremely slow.

This is an extremely instructive case to me:
first, from a diagnostic standpoint; second, as
showing what can be accomplished in the line of
stimulation, for if a patient ever received a more
complete, continuous, well-planned treatment,
this one did and without it there is no question
but what she would have died; third, from the
standpoint of the choice of operation in emptying
the uterus. The plan of gradually letting up the
pressure on the much-distended uterus proved
extremely satisfactory, and in reviewing the sub-
ject I have not come across this line of treatment.
Both as an interne in various hospitals and in
the treatment of private cases I have seen stimu-
lation given, but never with such marked results
as in this case. This patient left the hospital in
thirty-two days and at last accounts was slowly
regaining her strength.
The third case will take but a minute to relate

and is interesting in that it was the only one of the
three where there was any external bleeding.
She was a multípara, whose obstetrical career had
been exceedingly stormy, she having lost her four
previous infants before the termination of preg-
nancy. She awakened at 6 a.m. with a strong
desire to move her bowels, but was unable to do
so. She was given an enemata, with good result.
An hour later she complained of a distended feeling
in her lower abdomen, at the same time noting a
slight flow from the vagina. She stayed quiet in
bed and by the time her physician arrived she
was the picture of hemorrhage. Up to this time
there was little external bleeding, but all of a
sudden there was a large flow of about a pint or
more and she fainted; she was at once anesthetized
and delivered of a full-term dead infant, all this
happening inside of three hours. She was in a
critical condition for three days, but with careful
after-treatment and excellent nursing made a
good recovery. She was kept in bed one month.
Frequency cannot be expressed in satisfactory

figures. Spiegelberg states that small detach-
ments are not infrequent and call forth no symp-
toms and are only recognized postpartum by the
presence of old retroplacental clots adhering to
that structure. It is probably safe to say that

if routine examination of the placenta and mem-
branes were practiced, more cases would be dis-
covered.
Time of occurrence.

—

In a report of 47 cases
from the New York Lying-in Hospital, 7 cases
occurred in the seventh month, 7 in the eighth,
17 in the ninth and 15 in the tenth lunar month.
Seventeen women had their first bleeding after
the onset of labor. Eight cases were classed as
concealed hemorrhages, though usually in this
variety there is a serous discharge or some ex-
ternal bleeding
Etiology.

—

The causes of premature separationof the placenta may be divided into exciting and
predisposing. The exciting may be dismissed
with their enumeration: falls; blows on the ab-
domen or elsewhere; violent exercise, including
walking, running, lifting of heavy weights; coitus;
the effect of mental perturbation, as fear, anger,
sorrow, even excessive joy, and a short cord.
The predisposing causes are the most essential.

They may be classified as physiologic and patho-
logic. Obsterical pathology will clear up the
etiology to a large extent. This branch of obstet-
rics has been and still is neglected in teaching
obstetrics. From our present knowledge we may
perhaps consider endometritis as the most fruit-
ful cause. Holmes's pathological findings were
decidual metritis, scirrhus of the uterus, exuda-
tive myometritis and fatty degeneration of the
decidua. Placental changes are apoplexies, fatty
placenta, syphilis and infarcts, the tendency to
repeated abortion or hemorrhage in previouslabors, placenta morbid or changed, interstitial,
serotinal inflammations, diffuse arteritis, chorionic
degeneration. In the 47 cases mentioned above,
traumatism occurred in 7, nephritis in 14, and in
17 there was evidence of old chronic endometritis
or retrograde processes in the placenta and decidua.
Examination of the uterus may show a decrease

of blood vessels in the neighborhood of the pla-
cental site, but whether this is pathologic or a
normal termination of pregnancy is not well
understood. Marked changes in the circulation
in the intervillous spaces as well as in the decidua
are frequently observed. In Gaston's cases
thickening of the decidua, thrombosis of the
vessels, degeneration of decidual cells with faint
staining nuclei, maceration with degeneration of
the cells of the serótina and absence of alveolar
structures were noted.
Symptoms and diagnosis.

—

The symptoms are
most diverse in their clinical manifestations, much
depending upon individual susceptibility to blood
loss and the resistance to shock.
The diagnosis demands a close investigation of

each case and requires a differentiation from
placenta previa, uterine rupture, acute hydram-
nios, fainting attacks and abdominal colic.
The two types, the open and concealed, are

closely allied in their complexus of symptoms, so
will be considered together.
The characteristic signs are an often premoni-

tary nausea or emesis, depending upon reflex
causes, pain, localized or general throughout the
abdomen, with an unusual increase on pressure,
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and may be continuous. Tumultuous fetal move-
ments for a brief time, distention with a possible
accessory tumor, an unaccountable anemia which
is cleared up by uterine examination, or the often
escape of blood or serum from the vagina, are

strong evidence, and a failure to find the placenta
within reach of the finger makes the diagnosis
very certain.
The sudden disappearance of fetal heart sounds

is of great assistance in determining the diagnosis.
Hemorrhage may be of two forms: one where

the blood is retained wholly in the uterus, absolute
concealment; the other where the retention is
partial and some of the effused blood escapes
externally relatively concealed.
Slight reliance should be placed on the amount

of blood which escapes; the gauge should be the
constitutional effect of the blood lost.
Distention of the uterus is common and tense-

ness is probably present in the tonic cases, bog-
giness in the relatively or absolutely atonic ones.
The escape of serum from the uterus is almost

pathognomonic of premature separation and is
due to the retention of the blood, its clottage,
contraction of the clot and expression of the
blood serum.
The shock is unquestionably due to the stretch-

ing of the uterus and even the tearing of the tissue
(incomplete rupture) so well shown by Goodell.
Another sign having its origin in uterine dis-

tention is the pain and is exaggerated by the
grave anemia. This pain was described as cramps,
bursting, stretching, etc. Finally the fetus may
offer a sign of detachment of the placenta if the
fetus suddenly develops tumultuous movements,
lasting a short time and then is quiet; they are
indicative of interference with the placental cir-
culation.
As to differential diagnosis.

—

Placenta previa
is diagnosticated by the palpation of the placenta,
the onset of hemorrhage without premonition and
without any pathologic pain; the presenting part
is frequently dislodged from the inlet. If the previa
be a high lateral one a differentiation only may be
made after a careful examination of the placenta
and membranes.

Tn rupture of the uterus the accident is unusual
before advanced labor. Almost invariably there is
the history of strong contractions with the sudden
cessation as the rupture occurs. The presenting
part recedes from the inlet and if the rupture be
extensive enough the fetus escapes into the ab-
dominal cavity, which permits the palpation
of the fetus with remarkable readiness. This is
in sharp contrast to premature separation, for
almost always in the latter the -fetal parts are

palpated with great difficulty or palpation will
be found quite impossible.
A fibroid only would be brought into con-

sideration if the import of the accessory tumor
were not recognized.
In simple vertigo or loss of consciousness from

various causes there is no anemia, there is no pain,
the picture of faintness is quite different from the
cerebral anemia incident to a severe hemorrhage.
Prognosis.

—

Mild cases have no direct mortal-

ity. In severe cases the outlook for the patientis very uncertain, depending upon many factors:
the amount and rapidity of blood loss, shock, its
onset in relation to labor and particularly the
condition of the os, its duration and, finally, on
the treatment.
As we have a broad field, from the pathologic

examples recognized only by post-partum in-
spection of the placenta up to the fulminating
cases terminating before aid may be secured,which have the uterus enormously distended with
blood, we cannot give an average mortality. In
one there is no direct danger, in the other there
is a death-rate which exceeds any obstetric com-
plication. Early diagnosis is the essential feature
in influencing a better prognosis, and with the
constant increasing advance in the teaching of
obstetrics, more early diagnoses will be made, with
a resultant lowering of these high mortality
figures. In Holmes's series of cases (200), the
maternalmortalitywas 32.2% and the fetal 85.8%.
Goodell gives the death-rate as respectively 50.9%
and 94.4%. Treatment influences mortality to a
marked degree.
In the New York series above quoted the

maternal mortality was 17.02% and the fetal mor-
tality, 77.5%. Thirty-one infants were stillborn.

Treatment.
—

Mild cases must be most care-
fully watched. Quiet is of the first importance; it
may be induced by morphia. It is probably true
of the mild cases that in nearly two thirds of
them pregnancy will go to term or labor will be
completed without untoward results.
Holmes states he is convinced that he who will

be aggressive in action will save most fives. When
certain of the diagnosis, means should be taken to
deliver at once. It seems to the writer, however,
that there is a large group of cases which come
into the group of my second case. Here the patient
was in extremely poor condition and, bearing in
mind Case 1, with the fatal result there, we have
sufficient evidence in warranting us to hold off
until with stimulation we can get the patient in
better condition.
Holmes, in 1901, disparaged strongly the use of

the tampon, but it seems to me it has a limited
and exceedingly practical use in extreme cases,
as 1 and 2, in softening up the hard cervix.
The uterus in these extreme cases has about
reached its limit of distention and I question as
to an increase of hemorrhage from the use of the
tampon. Of course the patient is under con-
tinuous observation during the treatment, and
if it is found she is not benefiting from the stimu-
lation, we can then go ahead with immediate
delivery. In my second case, however, the im-
provement was so marked that there was no

question as to the continuance of stimulation.
Another point which seems worthy of attention
is the method of delivery. Holmes advises that,
when full dilatation is secured, version, forceps or

craniotomy should be used, the choice being
determined by the condition present. He further
states that when version is elected, extraction
should be immediate, for if delay occurs in the
course of the extraction the partially emptied
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uterus may fail to contract, the actual cavity of
the uterus may be filled with fresh blood and this
hemorrhage may be the direct cause of death.
In my two cases this would not appear to be so.
The one I immediately delivered the uterus would
not contract in spite of extreme counter-irritation
and evential packing of the uterine cavity; the
second one, packed to soften the os, and where the
membranes were ruptured with the stylet of the
catheter, the fluid being allowed to slowly run out,
at the same time briskly massaging the uterus
from the outside, the uterus contracted well,
there was no further hemorrhage, so that I con-
trolled the uterus by holding it for some hours
after delivery and deemed it unnecessary to pack
the uterine cavity.
Fortunately the condition of the os is such

usually that no tamponade is necessary for relax-
ing purposes.
De Lee states that abruption of the placenta is

serious if it occurs before dilatation of the os is
present, and the prognosis depends upon the
rapidity and safety with which the os can be
dilated and the uterus emptied. The treatment
is one of action, not expectant. If the cervix is
dilated or dilatable the fetus should be delivered
at once. If the cervix is effaced but not dilated
one may stretch it open by hand, by the Bossi
dilator or cut it laterally to the fornices and
deliver at once. If it is not effaced and not
dilated the case is difficult and treatment not so

easily decided on or carried out. If the condition
of the patient is grave she must be delivered at
all hazards, and abdominal or vaginal Cesarían
section come into consideration. If one has some

time, dilatation with bags may be attempted, a
very tight binder applied and ergot administered.
This is the only permissable indication for the
drug before the placenta is delivered. He also
states these cases are

'
all formidable and the

operator will do wisely if he has several assistants
and another physician with whom to divide the
responsibility.
Continuing with the treatment, the membranes

should be preserved intact so that delivery may be
expedited. If possible delivery should be decided
upon before the strength of the patient is gone.
Shock being a concomitant of the complication, it
will be exaggerated by a forced delivery. In
addition to the shock the anemia and accouch-
aient force predispose to inertia, so post-partum
hemorrhage is a likely sequence and all pre-
parations to combat this should be made in ad-
vance. Constitutional treatment is of great
importance. Foremost is saline infusion, which
may be given subcutaneously, intravenously or

rectally (the Murphy treatment), and personallyI have had excellent results with this form, gettingin from two to four quarts in the first twenty-fourhours. Salt solution is of inestimable value in
replacing lost blood and as a prophylaxis for
shock. Two, three or even four quarts may be
given within twenty-four hours. Stimulation
may be carried out by hypodermics of strychnia,
digitalin, whiskey, etc.; also auto transfusion.
Ergot combined with morphia is of value. The

tight obstetrical binder is of great value, the
scultitus being capable of exerting the most com-
pression and is useful after the uterus is empty.
Careful after-treatment is of great importance

and they should receive a thorough tonic treat-
ment for some months.
In conclusion, internal concealed hemorrhage

is a comparatively rare complication of pregnancy.Unless diagnosticated early it has a serious
prognosis.
It occurs generally in the last two months of

pregnancy, although it may occur as early as the
seventh month.
The diagnosis.is made by careful examination of

both the mother and the infant within the uterus.
The importance is urged of an examination of

all obstetric cases in the last months of pregnancy
and a close watch kept on both the maternal and
fetal pulse during the progress of the labor.
Palpation is important in diagnosticating

these cases, as the uterus is much increased in
size and of a board-like consistency.
The appearance of acute anemia with mani-

festations of shock in a patient in the later months
of pregnancy should always suggest the possibility
of internal concealed hemorrhage.
Early diagnosis is essential in offering a favor-

able prognosis to the mother; that of the infant is
bad.
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THE FEEDING OF THE INFANT IN HEALTH.
BY DANIEL ROLLINS BROWN, M.D., SALEM, MASS.

In view of the diminished and the diminishing
birth-rate, in the older American families at any
rate, and of the increasing indisposition and in-
ability of the American mother to nurse her baby,
the subject of artificial feeding is becoming more
and more important, of vital interest and concern,
not only to the family, but to the community.
Our " race suicide " is committed after children
arc born to us, also.
In practice, the mother feeds the baby, whether

from the breast or from the bottle; and most
bottle babies are badly fed. Nevertheless, the
great majority of them live; some of them
thrive, apparently, in spite of improper and
imperfect food. And so it has come to pass that
while these infants furnish almost all the cases of
malnutrition and bad development, and by far
the greater number of cases of infantile disorders
and disease, the difficulties and, the risks of sub-
stitute feeding are not recognized, much less
appreciated, by the laity, and, as long as the
infant is fairly well and in the mother's untrained
judgment, sufficiently nourished, we are seldom
called upon either to prescribe the food or to
direct the feeding. But we all have opportunities
for missionary work, at least; and in the whole
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